THOUGH one normally regards the estimation of hemoglobin as one of the simplest procedures, it does seem rather anomalous that having obtained the result, it should then be difficult to decide whether certain pregnant women are actually anemic or not. This is largely due to other changes which take place in the blood during pregnancy. As (Dieckmann and Wegner, I934; Thomson, Hir- sheimer, Gibson and Evans, I938; Roscoe and Donaldson, I946; Tysoe and Lowenstein I950; Lund and Sisson, 1958) , which have shown that while all elements of the blood increase in pregnancy, the increment in plasma volume is proportionately greater. For example Dieckmann and Wegner (I934) estimated that the plasma volume increased by 25%, and the red cell and haemoglobin mass by only 20 and 15% respectively, findings which explain the apparent drop in the haemoglobin level noted by many other observers (Davidson, Fullerton and Campbell, 1935; Boycott, 1936 In a recent review of the literature Kerr and Davidson (1958) tabulated the salient features of this so-called physiological state, comparing and contrasting them with those of true iron deficiency anaemia. They found that a normal colour index, low-normal MCHC, normal or low-normal serum iron and low-serum-iron/iron-binding-capacity ratio, slightly raised reticulocyte count and slightly increased free erythrocyte protoporphyrin had all been reported. Most authorities agreed that these findings were unlikely in a true anaemia and they attributed the lowered hemoglobin level to haemodilution. Adair, Dieckmann and Grant (1936) considered that only haemoglobin values below 10 g./Ioo ml. could be considered abnormal, and Whitby and Britton (i953) and many others agreed with this. Holly (1953) on the other hand placed the level higher at ii.5 g./Ioo ml.
The problem is not simply defined, however, largely because the hydraemia is a progressive process. It appears towards the end of the first trimester, increases more rapidly thereafter and usually reaches a maximum around the thirty-sixth week. Towards term some slight reduction in plasma volume has been reported (Lund, 1951; Cope, 1958) . Thus the so-called threshold of anaemia in pregnancy is a variable one and many authors have noted the falling curve of hemoglobin levels throughout gestation and the slight rise just before term (Evans, 1943; Elliott, 1944 ; Scott and Govan, 1949; Rath, Caton, Reid, Finch and Conroy, 1950; Giles and Burton, I960).
Most of these surveys have covered large numbers of pregnant women and a fairly regular decline in the average hemoglobin values is noted. More detailed analysis of individual patients, however, reveals a more variable picture. For example Lund (I951) showed that the percentage increase in plasma volume varied from 14% in one patient to as much as 121% in another and in many of their cases Roscoe and Donaldson (1946) found the blood volume increase was not outside the range of non-pregnant controls. Even when the blood volume was related to weight or surface area and expressed in absolute terms, wide variations were still present.
Obviously Kerr and Davidson (1958) showed that the developing 'physiological anaemia' could be corrected and they recommended that all pregnant women should be given iron from the twentyfourth week onwards. More recently Giles and Burton (1960) Hamilton (1950) has shown that the relative decrease in cellular elements, secondary to hydramia, produces a fall in blood viscosity. Moreover, as the viscosity fell the cardiac output rose. By this means she felt some mechanical relief was given to the heart, and, it may be, that the persistently low hemoglobin values in hypervolemic patients represent some such protective mechanism and are not the result of failure to respond.
In this respect it is also interesting to note that Hahn (1937) (Morgan, 1961 (Sharpe, Peacock, Cooke and Harris, I950). On the other hand high vitamin C levels aid absorption (Moore, 1955) and may even partially correct the anaemia (Scott and Govan, 1949) . It is interesting to note that vitamin C levels in the plasma are generally low in pregnancy (Hoch and Marrack, 1948) (Pritchard, 1959 (Balfour, 1927; Wintrobe, 1942) .
While still regarded as a rarity, reports on everincreasing numbers of cases began to appear in the literature. Stevenson (1938) described 30 cases in a 6-year survey, Davidson (I95 ) reported on 42 cases in i years, Thomson and Ungley (1951) A seasonal variation has also been reported, a higher incidence being found in late winter and spring (Holly, 1951; Forshaw, 1957; Thompson, 1957) and it has been related to the lower folic acid levels in the diet at this time of the year ( Thompson, 1957) . No seasonal pattern was found by Lillie, I960. Reports from abroad show an even higher incidence in India (Patel and Kocher, 1950) and Africa (Foy, Kondi, Hargreaves and Lowry, 1950; Berry, 1955) , but in these countries complicating factors such as parasitic infestations and dietary deficiencies, especially of protein (Woodruff, 195I) , probably play a part. A hemolytic factor, possibly related to past malarial infection, has also been reported (Schofield, I957) (Forshaw, Jones, Chisholm and McGinley, 1957) .
When the anaemia is severe splenic enlargement is noted in 30% of patients (Callender, I944 (Callender, 1944) and metamyelocytes and myelocytes may be present in the peripheral blood, especially in the puerperium when the anaemia is severe. Platelets may also be slightly diminished, though reports vary (Stevenson, 1938) . Occasionally a slight rise in plasma bilirubin has been noted (Abramson, 1938; Stevenson, 1938) (Nieweg, 1952) , but this is most unusual (Day and others, 1949; Scott, 1954) . In the tropics and sub-tropics more cases respond to B,2 (Chaudhuri, 1951; Patel and 
